Public Expenditure with Education and Healthcare in EU Countries  by Mărginean, Ioan
 Procedia Economics and Finance  8 ( 2014 )  429 – 435 
2212-5671 © 2014 The Authors. Published by Elsevier B.V. Open access under CC BY-NC-ND license.
Selection and peer-review under responsibility of the Organizing Committee of ESPERA 2013
doi: 10.1016/S2212-5671(14)00110-5 
Available online at www.sciencedirect.com
ScienceDirect
1st International Conference 'Economic Scientific Research - Theoretical, Empirical and Practical 
Approaches', ESPERA 2013 
Public expenditure with education and healthcare in EU countries  
Ioan Mărgineana*
Research Institute for Quality of Life, Casa Academiei, Calea 13 Septembrie nr.13, sector 5, Bucharest 050711, Romania  
Abstract 
This analysis aims to show, for EU countries, the level of the public expenditure for education and healthcare, as well as the 
relations between these expenditure, considered as input, and several social indicators as output. The comparison shows, on the 
one hand, the rather large differences between the EU countries for all analysed indicators. Usually, the most developed countries 
allocate the largest resources for these areas and have the best performance, but the relations are not very strong though. 
Furthermore, it is often shown that the values of the output social indicators are not congruent with those of the public 
expenditure, as other factors of influence interfere, such as those related to system management, the behaviour of the population, 
from the interest for school and performance, when we speak of education, to the lifestyle and feeding habits, when speaking 
about the health state. 
© 2014 The Authors. Published by Elsevier B.V. 
Selection and peer-review under responsibility of the Organizing Committee of ESPERA 2013. 
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1. Introduction 
Undoubtedly, the educational level, the knowledge and skills acquired in school and the health state of the people 
influence significantly the people’s life and activity and society as a whole. This is the reason for the allocation of 
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public funds to these two fields, aiming to allow the access of the population to education, compulsory education 
included, and to healthcare, by preventing getting sick and by treatment when the people do get sick. It is not at all 
fortuitous that both these fields display higher values in the developed countries than in the less developed countries; 
actually there is interdependence: education and health contribute to the development of the society, but they are 
also supported by the allocation of resources to reach as good parameters as possible, with beneficial individual and 
societal effects (Mărginean, 2001). 
These aspects are also reflected in the collective mental by famous syntagma “you have education, you have 
everything”; “health is better than everything”. 
Of course, it is not the case that education and health are treated likewise by every person. The consensus is 
quasi-general about the health state. We all want to be as healthy as possible, even those who fake, sometimes, a 
disease, because of personal interest. 
However, not all people want to go through the full school education course, from elementary school to higher 
education, may be even because they are not willing to make the necessary efforts. The people enter the system of 
formal education at very low ages, and the decisions are taken by the parents, according to their wish; they may 
ignore the role of education or, on the contrary, may ask the child to obtain high performances, imposing strenuous 
efforts and additional training by tutoring. Hence the possible adverse reactions of the young people to reject school 
education, but such attitude may occur irrespective of the behaviour of the parents and/or teachers. For instance, it 
may be surprising that the developed countries can’t staff all jobs from the healthcare system, thus using foreigners 
drawn by the attractive wages. 
Education and health are objectives monitored at the international level by reputed organisations such as United 
Nations Education, Science and Culture Organisation (UNESCO), World Health Organization (WHO), etc. 
Before going into the actual analysis, a few more things about the importance of education for every person. All 
surveys conducted by the Institute for Quality of Life Research after 1990, showed the role of education in the 
professional life of the people and its association with a high level of satisfaction with the job, place of work and life 
in general (Mărginean, Bălaşa, coord., 2002; Mărginean, Precupeţu, coord., 2008; Neagu, 2012). 
Although education has the role to facilitate better jobs and better social positions, it cannot replace the power of 
determination of the social origin in getting to the top social hierarchies, because this fact is very much influenced 
by the processes of social self-reproduction; this is the same with the positions at the bottom of the hierarchies, 
where it is also the processes of self-reproduction (inherited disfavoured situations) which matter more. (Boudon, 
1973; Georgescu, 1998; Mărginean, 2004; Larionescu et al, 2006) 
 
2. Public expenditures for education and healthcare and their impact 
Our intention is to show what financial resources are allocated to education and healthcare by EU member states 
and to determine the impact of these resources through some outcomes social indicators, for each of the two fields. 
Such indicators can be found in national and international statistics and social reports. The public expenditure was 
related to the GDP current prices/capita and to the amount per capita, which allows having a uniform basis for 
comparison. 
The selection of the social indicators aimed to choose ones that are as relevant as possible for our purpose of 
revealing the social effects of the public expenditure, while limiting to a low, yet sufficient number able to produce a 
proper representation of the research topic. While education is an acquisition made through individual effort, usually 
during childhood and youth, even if it is completed subsequently with life-long training, the health state of a person 
can be affected at any age, from outside or from inside, and it may end by death; however, the most critical periods 
are the first months of life and the old ages. 
Thus, the health state indicators included in our analysis are: life expectancy at birth (LEB) and at the age of 65 
(LE-65), and the infant mortality rate (IMR). 
LEB is determined from the mortality tables, which give the age of the people who died over an interval of 
reference (one year); it is interpreted as the number of years that the children born in the year of reference may live 
given the same mortality pattern. For LE-65, we considered the number of people aged 65 and over that died in the 
reference year. The rate of infant mortality regards the number of dead children below the age of one year per 1000 
live births in the year of reference. 
The social indicators for education are more numerous. After a preliminary analysis we selected those indicators 
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who express current social states, not the result of accumulation in time: school enrolment by educational cycles 
(SE), young people who graduated high school (YGHS) and the early school dropout (ESD). 
The primary data were selected from statistics and Eurostat reports, World Bank reports, UNPD, which were 
subsequently processed and included in tables; the information was analysed and interpreted. 
2.1 Public expenditure for education 
A first notice is that the public allocations to the two general social services, education and healthcare, in EU 
member states display significant values related to the GDP, while in some countries also related to the amount per 
capita. 
 
Table 1. Public spending for education and healthcare in EU member states 
 
 
 
UE countries 
Public spending for 
education 
(% GDP; 2005-
2010) 
Sum ($) per 
capita for 
education 
(2010) 
Public spending for 
health care 
(% GDP; 2010) 
Sum ($) per capita for 
health care (2010) 
1. Denmark  8.7  4914(1) 9.7(1) 5478(2) 
2. Cyprus 7.9  2203(9) 2.5(27) 697(20) 
3. Sweden 7.3  3603(2) 7.8(8) 3850(4) 
4. Finland 6.8  2982(3) 6.7(13) 2939(10) 
5. Belgium 6.4  2752(4) 8.0(7) 3440(8) 
6. France 5.9  2311(8) 9.3(3) 3644(6) 
6. Netherlands 5.9  2750(5) 9.4(2) 4382(3) 
8. Malta 5.8  1138(16) 5.7(19) 1119(18) 
8. Portugal 5.8  1240(15) 7.5(9) 1604(14) 
10. Estonia 5.7  801(19) 4.7(23) 661(22) 
10. Ireland 5.7  2715(6) 6.4(16) 2945(9) 
10. Lithuania 5.7  635(22) 5.2(21) 580(24) 
10. Slovenia 5.7  1307(14) 6.9(11) 1583(15) 
14. Latvia 5.6  601(24) 4.1(25) 440(25) 
14.United Kingdom 5.6  2028(10) 8.1(6) 2935(11) 
16. Austria 5.5  2470(7) 8.5(5) 3817(5) 
17. Poland 5.1  627(23) 5.4(20) 664(21) 
17. Hungary 5.1  652(21) 5.1(22) 653(23) 
19. Spain 5.0  1497(13) 6.9(11) 2067(13) 
20. Italy 4.7  1586(12) 7.4(10) 2498(12) 
21. Germany  4.6  1847(11) 9.0(4) 3614(7) 
22. Czech Republic 4.5  849(18) 6.6(14) 1245(17) 
23. Bulgaria 4.4  278(26) 3.7(26) 234(27) 
24. Romania 4.3  330(25) 4.4(24) 338(26) 
25. Greece 4.1  1059(17) 6.1(17) 1577(16) 
25. Slovakia 4.1  658(20) 5.8(18) 932(19) 
Luxembourg ?  6.6(14) 6835(1) 
* Data were selected from HDR 2013, for columns 1 and 3 and calculated by the author for columns 2 and 4, then presented as table 
 
A second notice regards the fact that the healthcare services receive higher allocations than the educational 
services in most surveyed countries. Thus, both the values related to the GDP and the amounts per capita, are higher 
for healthcare than for education in 18 of the 26 countries for which we have full data. 
On the other hand, however, there are large differences between countries in both fields. The minimal/maximal 
ratio for the public expenditure for healthcare is 1 to 4 (9.7% in Denmark and 2.5% in Cyprus), while for education, 
it is 1 to 2 (8.7% in Denmark and 4.1 in Greece and Slovakia). 
The minimal/maximal ratio for the absolute values per capita is much higher, showing the resources available for 
the two fields: 1 to 28 for healthcare (Bulgaria compared to Luxemburg) and 1 to 17 for education (Bulgaria and 
Denmark). 
If we consider the so-called theoretical currency, determined by the purchasing power (PPC/$ or, PCS/Euro), the 
differences between countries decrease somehow (because prices are lower in the less developed countries 
compared to the developed countries), but remain important, nevertheless. 
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Going further with the comparative analysis we notice that four countries (Denmark, Netherlands, France and 
Germany) allocate more than 9% of their GDP for healthcare, while the bottom four countries (Cyprus, Bulgaria, 
Latvia and Romania) allocate less than 4% for this field. 
In terms of education, five countries (Denmark, Cyprus, Sweden, Finland and Belgium) are on the top of the 
hierarchy with over 6% expenditures from the GDP, while the bottom seven countries (Slovakia, Greece, Romania, 
Bulgaria, Czech Republic, Germany and Italy) allocate less than 5%. 
The above values reveal some surprises. Thus, against all expectations, the countries from the top of the 
hierarchies, and from the bottom, for the two fields, are largely different. For instance, Germany is in the top of the 
hierarchy for public allocations for healthcare and in the bottom group for public allocations for education, while in 
Cyprus the situation is opposite (in the top according to the expenditure for education and at the bottom according to 
the expenditure for healthcare). The congruence of the classifications is obtained at the top of the classifications by 
Denmark and by Bulgaria and Romania for the bottom of the classifications. 
As mentioned, the differences between countries in terms of the absolute values allocated to the two fields are 
much larger because, usually, the countries with higher revenues allocate more funds. The public allocations for 
education and health get to represent more than half of the total public expenditure, which is between 17% and 34% 
(Eurostat 2013) 
3. Outcome social indicators for education 
In the attempt to determine the impact of the public expenditure for education we selected the following 
indicators: school enrolment (CE) which refers to the three large educational cycles: primary, secondary and 
tertiary, proportion of the young people who graduated high school (YGHS), early school dropout (ESD). 
The information from Table 2 shows a picture of the great differences between countries for all indicators.  
 
Table 2. Outcomes social indicators in the field of education 
 
  
Primary gross 
enrolment ratio  
(2002-2011)    
 
Secondary 
gross 
enrolment ratio 
(2002-2011)    
 
Tertiary gross 
enrolment ratio 
(2002-2011)    
Persons aged 
20 to 24 having 
completed at 
least upper 
secondary 
education 
(2011) 
Persons aged 
18-24 
 Early leavers 
from education 
and training  
(2011) 
1. Portugal 114 107(8) 62.2(14) 64.4(25) 23.2(25) 
2. France 111 113(5) 54.5(21) 83.6(12) 12.0(18) 
3. Ireland 108 117(3) 61.0(16) 86.6(7) 10.6(12) 
3. Netherlands 108 120(1) 62.7(12) 78.2(20) 9.1(9) 
5. Spain 107 119(2) 73.2(6) 61.7(26) 26.5(26) 
6. Czech Republic 106 90(25) 60.7(17) 91.7(2) 4.9(2) 
6. United 
Kingdom 
106 102(12) 58.5(20) 80.1(18) 15.0(22) 
8. Belgium 105 111(6) 67.5(9) 81.6(16) 12.3(19) 
8. Cyprus 105 98(17) 52.0(24) 87.7(6) 11.2(14) 
10. Bulgaria 103 88(27) 53.0(23) 85.5(9) 12.8(20) 
11. Germany 102 103(11)  75.8(22) 11.5(16) 
11. Italy 102 99(16) 66.0(10) 76.9(21) 18.2(24) 
11. Slovakia 102 89(26) 54.2(22) 93.3(1) 5.0(3) 
11. Hungary 102 98(17) 61.7(15) 83.3(13) 11.2(14) 
15. Latvia 101 95(23) 60.1(19) 80.4(17) 11.8(17) 
16. Austria 100 100(14) 60.2(18) 85.4(10) 8.3(8) 
16. Greece 100 101(13) 89.4(2) 83.6(14) 13.1(21) 
16.Luxembourg 100 98(17) 10.5(26) 73.3(23) 6.2(5) 
16. Sweden 100 100(14) 70.8(7) 88.7(5) 6.7(6) 
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20. Denmark 99 117(3) 77.4(4) 70.0(24) 9.5(10) 
20. Estonia 99 104(10) 62.7(12) 82.6(15) 10.9(13) 
20. Finland 99 108(7) 91.6(1) 85.4(10) 9.8(11) 
23. Slovenia 98 97(21) 86.9(3) 90.1(3) 4.2(1) 
24. Lithuania 97 98(17) 77.4(4) 86.9(7) 7.9(7) 
24. Poland 97 97(21) 70.5(8) 90.0(4) 5.6(4) 
26. Romania 96 95(23) 63.8(11) 79.6(19) 17.5(23) 
27. Malta 95 105(9) 33.4(25) 59.2(27) 33.5(27) 
* Data were selected from HDR 2013 for columns 1-3 and from Eurostat 2013 for columns 4-5 and then put into table form 
 
As expected, school enrolment in the primary level scored the highest values. Some percentages exceed the 
volume of the cohorts for those years for the primary and secondary levels because of the additional enrolment of 
people of older ages. The highest difference regarding the primary school appears when comparing the data for 
Portugal (114%) and Malta (95%), while for secondary level the highest differences appear between Netherlands 
(top position, 120%) and Bulgaria (bottom position, 88%). Portugal stands out by a strong process to catch-up the 
previous lag regarding school enrolment. 
For the tertiary education the highest differences of enrolment are between Luxembourg (10.5%) and Malta 
(33.4%) on one hand and Finland (91.6) and Greece (89.4) on the other hand. 
The lowest rate of early school dropout was scored by Slovenia (4.2%), while Malta is at the opposite end with 
an inexplicable high value (33.5%). The high school graduates display a similar situation: Slovakia is on the top 
position, while Malta is also on the bottom position with 59.2%. 
The calculation of a coefficient for rank correlation, the nonparametric Kendall coefficient, supports only 
partially the existence of an association between the hierarchies of the expenditure and of the outcomes, but the 
relation is not very strong. For instance, of the three school enrolment indicators, only high school education 
displays this association (tau=0.42 for the GDP percentage of public expenditure and 0.54 for the per capita amount, 
significant values for p<0.01). This fact is explained by the policies adopted in each country, the differences in 
financing being felt particularly in the high school education. On the other hand, in all surveyed countries, 
irrespective of the level of expenditures, the middle education is compulsory, while different policies exist for the 
higher (university) education, ranging from free education in some countries to high fees in other countries. The 
other two outcomes indicators too, show no significant correlations of the hierarchies of the public spending for 
education related to the GDP or to the per capita amounts. 
4. Outcomes social indicators for health 
The social indicators used to measure the outcomes in the field of health refer to the life expectancy at birth 
(LEB) and at the age of 65 (LE-65), and infant mortality rate (OMR). Large differences between the compared 
countries can be noticed in this case too. 
 
Table 3. Outcomes social indicators in the field of health 
 
 Life expectancy at 
birth.  
2010 (years) 
Life expectancy at the 
age of 65 and over 2010 
(years) 
Infant mortality rate 
 (2011)  
‰ 
1. Spain 82.3  20.8(2) 3.2(8) 
2. Italy 82.1  20.4(3) 3.2(8) 
3. France 81.9  21.4(1) 3.6(13) 
4. Sweden 81.6  19.8(5) 2.1(1) 
5. Cyprus 81.5  19.7(7) 3.1(6) 
6. Malta 81.4  19.9(4) 6.1(24) 
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7. Netherlands 81.0  19.5(13) 3.6(13) 
7. Ireland 81.0  19.7(7) 3.5(11) 
9. Austria 80.8  19.8(5) 3.6(13) 
9. Luxembourg 80.8  19.6(11) 4.3(19) 
11. United Kingdom 80.7  19.7(7) 4.3(19) 
12. Greece 80.6  19.5(13) 3.7(17) 
13. Germany 80.5  19.5(13) 3.6(13) 
14. Belgium 80.3  19.6(10) 3.3(10) 
15. Finland 80.2  19.7(7) 2.4(2) 
16. Slovenia 79.8  19.2(16) 2.9(5) 
16. Portugal 79.8  19.0(17) 3.1(6) 
18. Denmark 79.3 18.4(18) 3.5(11) 
19. Czech Republic 77.7  17.4(20) 2.7(4) 
20. Poland 76.4  17.6(19) 4.7(21) 
21. Estonia 76.0  17.3(21) 2.5(3) 
22. Slovakia 75.6  16.3(24) 4.9(23) 
23. Hungary 74.7  16.5(22) 4.9(22) 
24. Romania 73.8  15.8(26) 9.4(27) 
25. Bulgaria 73.8  15.4(27) 8.5(26) 
26. Latvia  73.7  16.3(24) 6.6(25) 
27. Lithuania 73.5  16.4(23) 4.2(18) 
Source: Eurostat, 2012. Hierarchies and table setting by the author 
 
Thus, LEB has values (2010) between 82.3 years in Italy and 73.5 years in Lithuania (9.2 years difference). In 15 
of 27 countries, LEB is above 80 years, and in 5 countries it is between 73.5 and 75 years (Lithuania, Latvia, 
Bulgaria, Romania and Hungary). 
LE-65 displays a difference of 6 years: 15.4 years in Bulgaria and 21.4 years in France. 
IMR shows even more significant differences: 9.4‰ in Romania (highest value) and 2.1‰ in Sweden (lowest 
value), with a ratio of 1 to 4.5. 
Statistically significant associations exist between the hierarchies of the input variable (public expenditure for 
healthcare) and the hierarchies of the output, as confirmed by the values of the nonparametric Kendall correlation 
coefficient (tau=0.39 for LE-65, 0.37 for LEB, p<0.01, and 0.27 for IMR p<0.05). However, the values of the 
correlation coefficient of the ranks are rather low. 
The amounts per capita do not correlate with those of the outcomes indicators. This fact proves that not just the 
level of the public expenditure is important, but also the quality of the healthcare system management and the 
lifestyles of the population, the feeding habits, etc. 
 
5. Conclusions 
 
The analysed information shows that the EU member states adopted rather different policies of public spending 
for the education and healthcare. Nevertheless, the level of the spending is reflected rather little in the values of the 
output indicators.  
This fact doesn’t mean that the public spending for these fields is not important; we just cannot say which would 
be the optimal levels of these expenditures, if some countries spend too much, but it is obvious that the countries 
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with small public spending has the smallest values of outcomes specially for health indicators. On the one hand, the 
needs and the adopted policies can be different from one country to another, while on the other hand, performance 
depends on other factors too, among which the management of these systems and the cost of the services. 
Finally, we should also notice that in each of the two fields, as higher values are scored, perverted effects or 
additional costs appear. For instance, the increase of the number of people with longer educational history 
(graduates of high schools and university education) is accompanied by a process of “diploma decay”, meaning that, 
in time, the same type of activity will require a higher educational level than before. Also the increase of life 
expectancy at birth and at the age of 65 requires additional resources for the incomes of the old people by pension 
and/or social aid, and for healthcare. In turn, the decrease of the birth rate in the developed countries (which doesn’t 
happen in the developing countries, where demographic boom actually happens) occurs under the conditions of 
specific healthcare services, and due to family planning, which reduces the number of pregnancies and the number 
of desired children, therefore the birth rate and women fertility rate.  
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